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1. Abstract 
 
Background: People with mental illness suffer from various oral manifestations, 
including more caries experience, higher prevalence of deep periodontal pockets, 
temporomandibular disorders and dry mouth. Dental health care to this group of 
people has been neglected in Hong Kong. Objectives: The project aimed to impart 
basic dental knowledge to the mental health service users and to improve their oral 
health. Methods: A total of 35 mental health service users, aged from 30-72, 
participated in the project. Participants underwent clinical oral examinations for 
assessment of their oral health conditions. Self-completed questionnaires were 
distributed to assess their oral health related quality of life, self-perceived oral 
conditions and oral health knowledge. Oral health talks and individualised oral 
hygiene instructions were provided. Mental health service users were reassessed 
after two weeks. Visible plaque index (VPI) and gingival bleeding index (GBI) were 
recorded in both visits for comparison of the oral hygiene status. Another set of 
questionnaire was distributed to assess improvements, if any, in the mental health 
service users‟ oral health knowledge. Subsequently, 35 of them received treatments. 
Results: Majority of mental health service users (85%) had not had a dental visit 
within one year. The baseline visit showed that mental health service users generally 
had more caries experience and more deep periodontal pockets. Misconceptions 
were found in mental health service users‟ oral health knowledge (mean score = 24.5 
out of 44). Improvements had been shown after baseline visit (mean score = 26.8, 
p=0.014). Mental health service users showed significant reduction in VPI (from 
42.6% to 23.3%, p<0.001) and GBI (from 39.7% to 29.5%, p=0.001) in the second 
visit. Treatments including 28 scaling, 27 topical fluoride applications and 10 simple 
restorations with atraumatic restorative technique were performed. Most mental 
health service users gave positive feedback on the service provided with a mean 
score of 9 out of 10 in overall satisfaction. Conclusion: People with mental illness 
have more severe oral diseases and hence a greater treatment need. Their oral 
health knowledge and oral hygiene status were improved through this outreach 
service. More dental service and more comprehensive dental education should be 
delivered to mental health service users.   
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2. Introduction 
 
Mental health is a state of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity. 1  Mental disorder is defined as a 
syndrome characterized by clinically significant disturbance in an individual‟s 
cognition, emotion regulation, or behaviour that reflects a dysfunction in the 
psychological, biological, or developmental processes underlying mental 
functioning.2   
 
In 2009, 17.5% of the population in China has mental disorder.3 A study published in 
2014 reported that 13.3% of the Hong Kong citizens suffered from different kinds of 
common mental disorder (CMD), including anxiety disorder and depression.4  
 
The aetiology of mental disorder is multifactorial. It is determined by interaction of 
social, psychological and biological factors.5  Social factors such as urbanization, 
poverty,6 experience that undermine self-confidence, substance abuse have been 
associated with the development of mental disorders.7  
 
Disruption of neural communication within specific circuits and abnormalities in the 
maturation of neural circuits may produce detectable change in pathology at cellular 
and gross tissue level that result in inappropriate or maladaptive information 
processing.8 
 
Mental disorders are usually associated with significant distress or disability in social, 
occupational, or other important activities. Signs and symptoms include depressive 
sleep disturbance, anorexia, circumstantial thinking, confusion, auditory hallucination 
and illusion.9 
 
People with mental disorder usually suffer from different kinds of oral problems, 
including xerostomia caused by typical anti-psychotics 10  and higher caries risk. 
Poorer oral hygiene in psychiatric patients can lead to caries, periodontal disease 
and more missing teeth.11 Acute and chronic temporomandibular disorders (TMD) 12 
and non-odontogenic facial pain may also be found.13  
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A local study also shows that the mean Decay and Missing Teeth Index (DMT) for 
psychiatric inpatient was 15.14 A survey carried out in 2006 also found that the mean 
Decay, Missing and Filled Teeth Index (DMFT) of the psychiatric clients who lived in 
the halfway house was 12.1. About one-third (61%) of the people had different 
severity levels of pockets.15  
 
In Hong Kong, most of the patients who have suffered from mental disorder receive 
therapies and rehabilitations provided by the government. Hospital Authority (HA) 
provides a spectrum of services ranging from inpatient facilities, day hospitals, 
specialist outpatient clinics to community outreach services. Some local non-
governmental organizations (NGOs) will also provide services for those people who 
are recovering, or have recovered from mental disorder. The service includes 
halfway house, community mental health support, clinical psychology service, etc.16 
Yet, there is no oral health service provided specifically for mental disorder patients 
at the moment.  
 
Our outreach service project has been inspired by previous local dental students‟ 
projects, which also focused either on community service 17  or on oral health 
problems experienced by people with history of mental illness.15 We would like to 
serve the community by providing simple dental on-site treatments for these mental 
rehabilitated patients. At the same time, we would like to investigate the oral health 
conditions of the mental rehabilitated patients, their knowledge related to the risk 
factors that can lead to the development of caries and periodontal disease and their 
knowledge related to the prevention of these diseases.   
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3. Aims and Objectives 
 
There were two major aims for this community health project. First, we aimed to 
impart basic dental knowledge to the mental health service users. Second, we aimed 
to improve their oral health. Hence, the following objectives were set. 
 
3.1 To study the oral health conditions, oral hygiene practices and patterns of 
dental service utilization of the mental health service users 
 
3.2 To impart basic dental knowledge via presentation and providing 
individualized oral hygiene instructions to the mental health service users 
 
3.3 To assess the improvements, if any, in dental knowledge, visible plaque index 
and gingival bleeding index of the mental health service users two weeks after 
the talk and oral hygiene instructions 
 
3.4 To provide preventive, simple periodontal and simple operative treatments to 
the mental health service users 
  
Community Health Project 2015/16 
Outreach Service for Mental Health Service Users 
5 
 
4. Materials and Methods 
 
This community health project targeted to serve mentally health service users who 
were utilizing rehabilitation services provided by NGOs. We have approached three 
centres, in which two of them, namely, Chun Shek Halfway House in Sha Tin and 
Vitality Place in Hung Hom, replied and arranged for our visits. Both of them are 
operated for mental wellness under a non-governmental organization, the Society of 
Rehabilitation and Crime Prevention. 
 
4.1 Planning and Preparation Phase 
 
Altogether 35 participants were successfully recruited, 19 from the Vitality Place and 
16 from the Chun Shek Halfway House. The preparation of documents included 
questionnaires, evaluation forms, clinical charting forms and examination reports. 
 
A 15-minute talk with a PowerPoint presentation about the basic dental knowledge 
had also been prepared. The PowerPoint presentation illustrated the two common 
dental diseases, which are periodontal disease and dental caries. 
 
To ensure the inter-examiner reliability, calibration of the three examiners (A vs. B, A 
vs. C, B vs. C) had been conducted in the Reception and Primary Care (RPC) Clinic 
in Prince Philip Dental Hospital (PPDH). The examiners cross-examined the patients 
on the visible plaque index (VPI) and gingival bleeding index (GBI). 
 
Dental chairs and dental instruments were borrowed from the Dental Public Health 
Outreach Team, School of Dental Hygiene and the Periodontology Clinic of Prince 
Philip Dental Hospital in order to facilitate our examinations and treatments.  
 
4.2 Initial Assessment Phase 
 
There were two visits of the outreach project for each centre, the initial assessment 
and re-assessment (two weeks after). For the initial assessment, it consists of four 
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parts: questionnaire survey, clinical examination, individualized oral hygiene 
instructions and oral health talk. Evaluation by the participants was done at the end 
of the visit. 
 
A. Questionnaire Survey and Evaluation 
 
Questionnaire survey was conducted by distributing self-administered 
questionnaires (Appendix I) to the participants before they received oral 
hygiene instructions and attended the oral health talk. A student helper was 
available to provide assistance to the participants in completing 
questionnaires if needed.  
 
Basic information about the background of participants were recorded, 
including age, gender, occupation, education level, past medical history and 
habit of smoking and drinking. 
 
The first part of the questionnaire included the evaluation of self-perceived 
oral conditions and oral health related quality of life of the participants. The 
oral health related quality of life was assessed by the translated Chinese 
version of Oral Health Impact Profile-14 (OHIP-14) which demonstrated good 
validity and reliability18. Score 1 to 4 were marked to indicate the frequency of 
having such problems. Score 0 means the participant had never had such 
problem 
 
The second part focused on the oral hygiene practices and regularity of dental 
visits of the participants. The third part was designed to evaluate the 
knowledge of participants regarding the causes, signs and symptoms and 
ways to prevent dental caries and periodontal diseases. For each question, 
the participant was awarded for 1 mark for each correct answer. However, if 
the participant answered „not sure‟, 0 marks will be awarded for that whole 
question. 
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At the end of the first visit, evaluation forms (Appendix II) were given out to 
receive feedback for the project. 
 
B. History Taking and Clinical Examination 
 
History taking was first carried out by the operators before clinical examination. 
Medical history of each participant was taken, including conditions regarding 
cardiovascular, haematological, respiratory, musculoskeletal, endocrine, 
neurologic and urinary systems. Information about drug allergies, medications 
and hospitalizations was collected. The thorough history taking allowed the 
operators to assess the medical conditions of participants and screen off any 
participants who may not be suitable for receiving treatments in an outreach 
setting due to their medical conditions.  
 
After history taking, extra-oral and intra-oral examination including conditions 
of temporomandibular joint, mouth opening, salivary flow, VPI, GBI and 
charting of the dentition and periodontal status was performed and recorded 
on the clinical charting form (Appendix III). 
 
Temporomandibular Joint – The temporomandibular joints (TMJ) were 
palpated and assessed upon opening and closing. Any clicking, deviation of 
movements and pain on palpation were recorded. Mouth opening was also 
assessed. Any mouth opening less than 35 mm for female or 40 mm for male 
would be considered as reduced mouth opening. 19  However, due to the 
limitation of the outreach setting, a rough estimation by visual observation was 
carried out instead of precise measurement. 
 
Salivary Flow Test – For salivary flow test, it was suggested that a thorough 
saliva test should consist of five steps, including hydration, viscosity and pH of 
resting saliva, quantity and buffering capacity of stimulated saliva. But due to 
limited time and instruments of the project, only visual examination on 
hydration of saliva could be carried out. Lower lip of the participant was 
everted and labial mucosa was dried by gauze. Time of formation of saliva 
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droplets at the orifices of minor salivary glands was recorded. Resting flow 
rate would be considered as below normal if the time taken is more than one 
minute.20   
 
Oral Hygiene – The oral hygiene status of participants was assessed using 
VPI and GBI. VPI was recorded by using fibre-optic intra-oral light handles 
with disposable mouth mirrors for visual detection of visible plaque on buccal 
and lingual surfaces of each tooth. GBI was recorded by running a WHO CPI 
probe along the buccal and lingual gingival margin of each tooth and looking 
for presence of gingival bleeding. A dichotomous scoring system for plaque 
index and gingival index were used. Code 0 indicates the absence of visible 
plaque or gingival bleeding, while code 1 indicates their presence. Grossly 
broken down teeth, retained roots and bridge pontics were excluded.21 
Inter-examiner reliability for VPI and GBI was also done at the beginning of 
first visit in both centres by three examiners as well. A total of 12 people 
(patients in RPC Clinic or participants of the project) were cross-examined. 
Kappa statistics were used to measure inter-examiner reliability and the mean 
values obtained for VPI and GBI were 0.87 and 0.84 respectively. 
 
Hard Tissue - In the hard tissue chart, carious and non-carious lesions, 
restorations, fixed prosthesis, retained roots, missing teeth and mobile teeth 
were recorded. Caries was recorded as present when a lesion in a pit or 
fissure, or on a smooth tooth surface, has an unmistakable cavity, 
undermined enamel or a detectably softened floor or wall.  
 
The Decayed, Missing and Filled Teeth Index (DMFT) were recorded 
according to the guidelines published by World Health Organization in 2013.22 
There was no radiograph taken to support the diagnosis. Caries was recorded 
as absent whenever doubt existed. 
 
Periodontal Status - The periodontal status of the participants was assessed 
using the Community Periodontal Index (CPI). Examinations were carried out 
according to the latest guidelines published by World Health Organization in 
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2013.21 Pocket depth was measured with a WHO CPI periodontal probe. 
Index teeth were examined for absence or presence of periodontal pockets. 
For index teeth, two molars in each posterior sextant were paired for 
recording and, if one was missing, there was no replacement. If no index tooth 
was present in a sextant, all the teeth present in that sextant were examined 
and the highest score was recorded as the score for the sextant.  
 
The CPI codes are listed as follows for reference. 
 
0 Absence of condition 
1 Pocket 4-5 mm 
2 Pocket 6 mm or more 
9 Tooth excluded 
× Tooth not present  
 
Each participant was examined in supine position in a portable dental chair by 
one examiner and findings were recorded by one assistant. 
 
The examinations were carried out under universal infection control measures. 
Personal protective equipment was used by examiners and assistants. The 
dental chairs were disinfected after each examination. Full-time dental staff 
from the Faculty was present for supervision, consultation and advice during 
the examination. 
 
After the examination, participants were given a brief report (Appendix IV) 
based on the examination. The report includes the number of carious teeth, 
degree of periodontal disease and recommendations on areas to improve on 
oral hygiene practice. The results of the examination and treatment to be 
provided were explained to each participant. Regular or emergency dental 
visits were advised for participants, according to individuals‟ needs.  
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C. Individualised Oral Hygiene Instructions 
 
After baseline clinical examination, the areas of inadequate plaque control 
were recorded in a picture showing all teeth in a mouth. Individualised site 
specific oral hygiene instructions were given to the participants. 
Toothbrushing technique was demonstrated on tooth models to all 
participants. Interdental brushing technique and dietary advice were given 
according to different individuals‟ needs.  
 
D. Oral Health Talk 
 
A PowerPoint presentation (Appendix V) was prepared to impart the 
participants about the basic knowledge of dental caries and periodontal 
disease. Special attention was given to drug-induced xerostomia and its 
complications. Participants were divided into five to six groups to receive the 
talk. A question-and-answer session was also given for participants to raise 
their questions after the talk to enhance their understanding towards oral 
health knowledge. 
 
4.3 Re-assessment Phase 
  
In the second visit, the oral hygiene status of each participant was re-assessed by 
the same method and criteria in the first visit. The examiners were not informed of 
the baseline oral hygiene status of the participants. 
 
Another set of questionnaire (Appendix VI) was also distributed to them so as to 
assess if there was any change in dental health knowledge after providing oral 
hygiene instructions and the 15-minute talk in the first visit. Participant evaluation 
was obtained as well (Appendix VII). 
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4.4 Treatment Phase 
 
Treatments were provided to the participants in the second visit, based on the 
clinical examinations and treatment planned in the first visit. Due to limitations of the 
outreach setting, such as the lack of dental instruments and the lack of review after a 
single visit, the aims of treatment delivered were to provide preventive measures and 
stabilization of active disease. 
 
The treatments provided include scaling with ultrasonic scalers, topical fluoride 
applications and dental restorations by atraumatic restorative techniques.23  
 
Topical Fluoride Application – Topical fluoride (Duraflor®, Dentsply) was applied 
on indicated tooth surfaces with incipient caries without cavitations. Silver diamine 
fluoride (38%; SAFORIDE, Morita) was applied on tooth surfaces with active carious 
lesions where restoration could not be placed in an outreach clinical setting.  
 
Scaling – Supragingival and subgingival scaling were provided to selected 
participants with ultrasonic scalers (EMS) and sickle scalers. Scaling was carried out 
to eliminate interference and aid the oral hygiene practice by participants.  
 
Atraumatic Restorative Treatment (ART) – Hand excavators were used for caries 
removal and resin-modified glass ionomer cement (Ketac™ Molar, 3M ESPE) was 
used to restore cavitations afterwards.  
 
The treatments were done under universal infection control measures. Personal 
protective equipment was used. A portable autoclave was used for proper 
sterilization of the instruments.  Students were divided into different groups, including 
operators, assistants, and a receptionist. A dirty team was responsible for 
disinfection and autoclave procedures.  
 
Evaluation forms (Appendix VII) were distributed to the participants to receive 
feedbacks of the treatments provided and arrangement of the two visits.  
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4.5 Data Processing and Analysis 
 
After data collection in all visits to the Vitality Place and the Chun Shek Halfway 
House, data entry and checking were performed. Microsoft Excel spreadsheets were 
used for data entry and processing. The information in history taking, clinical 
examination, the results of the questionnaire survey and evaluation were input. Data 
had been cross-checked by at least one person to minimize error in entry. 
 
For the participants‟ age, gender, occupation, educational level, medical history, 
smoking and drinking habits, self-perceived oral health conditions, utilization of 
dental services and products, the information were classified into groups and the 
corresponding statistics (frequencies and percentages) were reported.  
 
The OHIP-14 score, DMFT value and the percentages of VPI and GBI (full mouth 
and in eight regions) were calculated and their means and standard deviations were 
reported. For CPI, results were reported in both mean and percentages. Regarding 
the oral health knowledge score, the questions concerning participants‟ oral health 
knowledge on caries and periodontal diseases were marked. “1” point was given to 
each correct answer (i.e. checking each correct choice or unchecking each incorrect 
choice, e.g. for Q1, 6 choices were given with 5 of them to be correct, a respondent 
would get a score of 6 if he/she checked all 5 correct choices and unchecked the 
incorrect choice. A person would get a “0” score if he/she checked the “Don‟t know” 
choice) and the total marks were calculated, means and standard deviations were 
reported. For the evaluation scores given by the participants, mean score was also 
reported. 
 
In order to test the differences in the mean VPI, GBI and oral health knowledge 
scores between the first and the second visits, paired t-tests were used. The level of 
statistical significance of all tests was set at 0.05 for full mouth VPI and GBI and oral 
health knowledge total score. The level of significance for individual regions for VPI 
and GBI and individual questions for oral health knowledge was set at 0.01 due to 
multiple testing. All the analyses were performed using Microsoft Excel spreadsheets 
after processing of appropriate datum.  
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5. Results 
 
5.1 Demographics 
 
There were in total 35 participants from 2 centres, in which 62.9% (22) of them were 
male and 37.1% (13) of them were female. Mean age of them was 50.6 (SD=11.4) 
(Table 5.1). 
 
Regarding occupation, more than half of them (57.1%) were unemployed. Around 
one-third of them were elementary workers (20.0%) or housewives (17.1%) (Table 
5.1). For the highest education level achieved, more than half of them (60%) were at 
secondary level.  A minority of them (14.3%) had no schooling before (Table 5.1). 
 
Table 5.1 Demographics of the Participants (n=35) 
 n % 
Gender   
 Males 22 62.9 
 Females 13 37.1 
Age   
 <35 4 11.4 
 35-44 7 20.0 
 45-54 11 31.4 
 55-64 8 22.9 
 ≥65 5 14.3 
Occupation   
 Managers and administrators 0 0.0 
 Professionals 0 0.0 
 Associate professionals 0 0.0 
 Clerical support workers 0 0.0 
 Service workers and shop sales workers 1 2.9 
 Skilled agricultural and fishery workers 0 0.0 
 Craft and related workers 0 0.0 
 Plant machine operators and assemblers 1 2.9 
 Elementary occupations 7 20.0 
 Housewife 6 17.1 
 Unemployed 20 57.1 
 Other occupations 0 0.0 
Education level   
 No schooling / Pre-primary 5 14.3 
 Primary  3 8.6 
 Secondary / Sixth Form 21 60.0 
 Post-secondary 6 17.1 
 
Community Health Project 2015/16 
Outreach Service for Mental Health Service Users 
14 
 
For the past medical history, 42.9% of them had depression and 28.6% of them 
suffered from schizophrenia. About one third of them (34.3%) of them were under 
long term medication (Table 5.2). 40.0% of them were smokers but only 11.4% of 
them had drinking habit (Table 5.3). 
 
Table 5.2 Past Medical History of the Participants (n=35) 
 n % 
Past medical history   
 Depression 15 42.9 
 Manic depression 3 8.6 
 Schizophrenia 10 28.6 
 Hypertension 7 20.0 
 Diabetes 5 14.3 
 Heart /Liver problem 4 11.4 
 AIDS 0 0.0 
 Clotting problem 1 2.3 
 Long-term medication 12 34.3 
 Other 8 22.9 
 
Table 5.3 Smoking and Drinking Habits of the Participants (n=35) 
 n % 
Smoking habit   
    Yes 14 40.0 
    No 21 60.0 
Drinking habit   
    Yes 4 11.4 
    No 31 88.6 
 
5.2  Questionnaires 
 
5.2.1 Self-perceived Oral Health Conditions 
 
In the question regarding the number of teeth in their mouth, about half (48.6%) of 
participants reported they had more than 20 teeth. A number of them (8.6%) had no 
idea about how many teeth they had (Table 5.4).  
  
For the oral problems experienced within the past 12 months, nearly half (45.7%) of 
them reported that they had halitosis. The second most common problem they 
experienced was tooth sensitivity with the percentage of 40.0%. A few of them 
(14.3%) reported that they had no oral disease currently (Table 5.4). 
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About their self-perceived oral condition, 40% of them thought that their oral health 
condition was fair and another 40% thought it was poor. Only one of them thought it 
was very good (Table 5.4). 
 
Table 5.4 Self -perceived Oral Health Conditions (n=35) 
 n % 
Number of teeth   
 0 0 0.0 
 1 to 9 7 20.0 
 10 to 19 8 22.9 
 20 or above 17 48.6 
 No idea 3 8.6 
Self-perceived oral disease   
 None 5 14.3 
 Halitosis 16 45.7 
 Gingival bleeding 12 34.3 
 Tooth sensitivity 14 40.0 
 Mobile teeth 9 25.7 
 Dry mouth 9 25.7 
 Staining 10 28.6 
 TMJ pain 8 22.9 
 Tooth pain, non-sleep disturbing 6 17.1 
 Tooth pain, sleep disturbing 4 11.4 
 Others 3 8.6 
Self-perceived oral health condition   
 Very good 1 2.9 
 Good 4 11.4 
 Fair 14 40.0 
 Poor 14 40.0 
 Very Poor 2 5.7 
 
5.2.2 Utilization of Dental Services and Products  
 
For the self-reported dental visit intervals, the majority (77.1%) of participants were 
irregular attendees. Less than 15% had dental visits every 6 months to a year (Table 
5.5). 
 
Regarding the timing of last dental visit, only 17.2% of participants had their last visit 
within a year ago, while up to 17.1% of them had it more than 5 years ago. Another 
14.3% claimed that they had never visited a dentist before (Table 5.5). 
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As for their toothbrushing habits, 62.9% of them brushed their teeth less than twice 
per day. More than half of them were not sure whether their toothpaste contains 
fluoride. Apart from toothbrushing, a small percentage of participants used other oral 
hygiene aids as well (11.4% for interdental brush, 17.1% for dental floss and 22.9% 
for mouthrinse) (Table 5.6).  
 
Table 5.5 Utilization of Dental Services and Products (n=35) 
 n % 
Intervals of dental visits   
 Once every six months 1 2.9 
 Once every year 4 11.4 
 Once every two years 3 8.6 
 Irregular 27 77.1 
The timing of last dental visit   
 Less than 6 months 3 8.6 
 6 months to 1 year 3 8.6 
 1 year to 2 years 10 28.6 
 2 to 5 years 8 22.9 
 More than 5 years 6 17.1 
 Never 5 14.3 
Toothbrushing habits   
 Less than once per day 7 20.0 
 Once per day 15 42.9 
 Twice per day 11 31.4 
 Three times per day or more 2 5.7 
Fluoride in toothpaste   
 Yes 11 31.4 
 No 4 11.4 
 Do not know 20 57.1 
Other oral hygiene aids used   
 ID Brush 4 11.4 
 Dental floss 6 17.1 
 Mouthrinse 8 22.9 
 Others 3 8.6 
 
 
5.2.3 Oral Health Related Quality of Life 
 
Questions regarding oral health related quality of life were also asked. Altogether 
22.9% of the participants reported always and sometimes had the problem of 
difficulty in eating. Another 22.9% also claimed always and sometimes felt 
dissatisfaction to daily lives. 17.4% also reported always and sometimes felt nervous 
and another 17.4% felt tensed frequently (Appendix VIII).  
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For the OHIP-14 score each participant got, majority of them (48.6%) were in the 
range of 0 to 9. Second most of them (31.4%) scored 10 to 19, whereas 17.1% and 
8.57% scored 20 to 29 and 30 to 39 respectively. None of them scored over 40, 
overall the impact of oral problems on daily lives was low (Table 5.6). 
 
Table 5.6 Score of Oral Health Related Quality of Life of the Participants (n=35) 
 n % 
0-9 15 45.9 
10-19 11 31.4 
20-29 6 17.1 
30-39 3 8.6 
>40 0 0.0 
 
5.3 Oral Disease Detection 
 
DMFT value and CPI score were obtained through clinical examination so as to 
investigate the participants‟ caries experience and periodontal condition. Among 35 
of them, the mean value of DMFT was 9.7 (SD=6.4), with mean decayed untreated 
teeth (DT), missing teeth (MT), filled teeth (FT) being 1.7 (SD=2.5), 5.5 (SD=4.9) and 
2.5 (SD=3.2) respectively.  
 
Out of 35 participants, only 34 of them had CPI obtained as one participant could not 
tolerate probing. On average, 3.1 sextants had no periodontal pockets and 1.9 had 
shallow pockets (4-5 mm). Over half of the participants (58.8%) had shallow pockets 
as their highest score. About one fifth (20.5%) had deep pockets (6 mm or more). 
 
Table 5.7 Periodontal Condition of the Participants (n=34) 
CPI Score Mean number of sextants Highest score (Percentage) 
0 Absence of condition 
1 Pocket 4-5mm 
2 Pocket 6mm or more 
9 Tooth excluded 
3.1 
1.9 
0.4 
0.6 
20.5 
58.8 
20.5 
/ 
 
Tooth mobility was not a major problem in most of the participants. The mean 
number of mobile teeth that a participant had was 0.2 (SD=0.9) for mobility level 1 
and 0.1 (SD=0.0) for mobility level 2. A small number of the participants complained 
about conditions of the temporomandibular joint. 17.1% of them had TMJ clicking 
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and 5.7% has limited mouth opening. Two participants complained of painful joints.  
Xerostomia was not a major problem among participants. Most of them (94.3%) had 
normal salivary flow rate.  
 
5.4 Changes in Oral Hygiene Status 
 
33 out of 35 participants came for review after the first visit. Changes in these 
participants‟ in terms of VPI and GBI were recorded. 
 
There were significant improvements of the oral hygiene status in terms of the VPI 
(p<0.001) and GBI (p=0.001) in between the two visits. Mean percentage of full 
mouth VPI reduced from 42.6 to 23.3 (Table 5.8). Mean percentage of full mouth GBI 
reduced from 39.7 to 29.5 (Table 5.9).  
 
Table 5.8 Change in Visible Plaque Index of Participants (n=33) 
 Mean% (SD) %Mean 
Difference 
p-value* 
Baseline Review 
Upper Posterior Buccal  
Upper Posterior Palatal  
Upper Anterior Buccal  
Upper Anterior Palatal 
Lower Posterior Buccal  
Lower Posterior Lingual  
Lower Anterior Buccal  
Lower Anterior Lingual  
Full Mouth 
51.5 (35.1) 
35.2 (33.0) 
28.8 (38.3) 
18.9 (34.8) 
40.1 (34.5) 
64.2 (33.3) 
43.0 (40.8) 
54.0 (40.0) 
42.6 (25.0) 
25.9 (27.4) 
14.3 (15.2) 
13.1 (24.6) 
5.3 (11.8) 
25.7 (27.4) 
43.7 (31.6) 
21.7 (29.7) 
36.9 (39.7) 
23.3 (13.6) 
-25.6 
-20.9 
-15.7 
-13.6 
-14.4 
-20.5 
-21.3 
-17.1 
-19.3 
<0.001 
<0.001 
0.022 
0.021 
0.013 
0.001 
0.003 
0.013 
<0.001 
* Level of significance was set at 0.05 for full mouth and 0.01 for individual regions. 
 
Table 5.9 Change in Gingival Bleeding Index of Participants (n=33) 
 Mean% (SD) %Mean 
Difference 
p-value* 
Baseline Review 
Upper Posterior Buccal  
Upper Posterior Palatal  
Upper Anterior Buccal  
Upper Anterior Palatal 
Lower Posterior Buccal  
Lower Posterior Lingual  
Lower Anterior Buccal  
Lower Anterior Lingual  
Full Mouth 
46.9 (33.0) 
48.8 (31.6) 
26.9 (33.0) 
28.7 (28.3) 
36.6 (32.9) 
50.2 (32.4) 
30.2 (35.5) 
50.2 (40.1) 
39.7 (24.4) 
30.0 (32.2) 
31.6 (28.5) 
19.0 (28.9) 
19.1 (28.6) 
30.6 (28.0) 
30.0 (27.6) 
15.7 (27.3) 
25.7 (29.6) 
25.9 (16.6) 
-16.9 
-17.2 
-7.9 
-9.6 
-6.0 
-20.2 
-14.5 
-24.5 
-13.8 
0.017 
0.016 
0.187 
0.200 
0.312 
0.005 
0.022 
0.003 
0.001 
* Level of significance was set at 0.05 for full mouth and 0.01 for individual regions. 
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When considering different regions separately, the most common region with visible 
plaque was found in the lower posterior lingual region (64.2%), while the fewest 
visible plaque was found in the upper anterior palatal region (18.9%). Improvements 
in VPI were significant in upper posterior buccal and palatal, lower posterior lingual 
and lower anterior buccal regions (p<0.01). In GBI, the most severe gingival bleeding 
was found in the lower posterior and anterior lingual regions (both 50.2%), while the 
fewest bleeding was found in the upper anterior buccal region (26.9%). 
Improvements were significant in lower posterior and anterior lingual regions 
(p<0.01). 
 
5.5 Changes in Oral Health Knowledge 
 
In the baseline visit, only less than half of the participants realized that improper 
cleaning of teeth (48.5%), eating too much candies/ sweet food (48.5%) and dental 
plaque bacteria (42.8%) can lead to tooth decay. In the review visit, the percentage 
increased to 74.3%, 68.6%, and 71.4% respectively. However, nearly half of the 
participants (51.4%) still did not realize frequent food intake as one of the factors 
(Table 5.10). 
 
For the symptoms of tooth decay, the result was poor. In the baseline visit, more 
than half of the participants (62.9%) were able to realize tooth cavitation as one of 
the symptoms. Nonetheless, there were some misconceptions in the baseline results. 
Bleeding gum (42.9%), gum recession (31.4%), widening of ID space (25.7%) and 
mobile teeth (22.9%) were misunderstood as symptoms of tooth decay. These 
misconceptions were still shown in the review visit in 40% to 54.3%.of the 
participants (Table 5.10). 
 
As for the methods to prevent tooth decay most participants realized reduced 
consumption of sweet food (68.6%) and proper cleaning of teeth (60%) are the 
correct methods in the baseline visit. Common misconception in the baseline visit 
includes the use of commercial mouthwash (51.4%) and rinse with water/salt water 
(42.9%). While these misconceptions showed only slight improvement with results of 
48.6% and 40% respectively (Table 5.10).  
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For the factors leading to gum diseases, the result was poor in the baseline visit, with 
limited participants being able to identify certain correct answers. Dental 
plaque/bacteria (45.7%), smoking (34.3%) and improper cleaning of teeth (48.6%) 
were not identified by some of the participants. Nevertheless, improvement was 
shown in the review visit with the percentages of 54.4% to 71.1%. Unexpectedly, 
accumulation of calculus (71.4%) remains a common misconception for being one of 
the factors (Table 5.10). 
 
For the symptoms of gum disease, in the baseline visit, most participants were only 
able to realize that bleeding gum (57.1%) as the correct answer, while the 
percentages in other correct answers were lower than 50%. In the review visit, 
improvement was shown. Correct answers were identified with a higher percentage, 
including gum recession (54.3%), widening of ID space (57.1%), bleeding gum 
(74.3%) and mobile teeth (57.1%) (Table 5.10).  
 
As for the methods to prevent gum disease, the performance in the baseline visit 
was fair. With most participants able to realize most of the correct answers, for 
instance, proper cleaning of teeth (62.9%), regular dental check-up (71.4%) and 
avoid smoking (62.9%). However, more than half (51.4%) of the participants still 
misunderstood that using commercial mouthwash can prevent gum disease (Table 
5.10). 
 
In the baseline visit, the total score of oral health knowledge of all the participants 
ranged from 9 to 36 with mean of 24.5 out of 44. Meanwhile in the review visit, the 
total score ranged from 10 to 37 with mean score of 26.8 out of 44 (Table 5.11). 
There was a significant increase in the mean score of the total score (p=0.014). 
  
The most improved question was Question 1, asking about the factors leading to 
tooth decay, with a percentage increase in mean score of 31.3% with significant 
improvement (p=0.005). The only question with decrease in mean score was 
Question 3, which asked participants about the symptoms of tooth decay (-3.8%). 
Yet, the decrease in mean score of Question 3 has not shown to be significant 
(p=0.545) (Table 5.11). 
Community Health Project 2015/16 
Outreach Service for Mental Health Service Users 
21 
 
Table 5.10 Change in Oral Health Knowledge of Participants (Q1-Q6)  
 
Baseline Visit 
(% of participant) 
Review Visit 
(% of participant) 
Q1. Factors leading to tooth decay (may choose multiple) 
Improper cleaning of teeth* 48.5 74.3 
Eating too much candies / sweet food* 48.5 68.6 
Eating sour food 37.1 51.4 
Too frequent food / drink intake* 45.7 51.4 
Dental plaque / bacteria* 42.8 71.4 
No regular dental checkup* 54.3 65.7 
Don‟t know 11.4 8.6 
Q2. Factors leading to gum disease (may choose multiple) 
Internal heat (traditional Chinese belief) 17.1 28.6 
Dental plaque / bacteria* 45.7 77.1 
Accumulation of calculus 37.1 71.4 
Smoking* 34.3 71.4 
No regular dental checkup* 54.3 71.4 
Improper cleaning of teeth* 48.6 54.4 
Don‟t know 11.4 14.3 
Q3. Symptoms of tooth decay (may choose multiple) 
Bad breath * 48.6 62.9 
Tooth cavitation* 62.9 77.1 
Gum recession 31.4 31.4 
Widening of interdental space 25.7 31.4 
Bleeding gum 42.9 54.3 
Mobile teeth 22.9 40.0 
Shortening of teeth 17.1 25.7 
Reduced in salivary flow 14.3 20.0 
Q4. Symptoms of gum disease (may choose multiple) 
Bad breath * 42.9 45.7 
Tooth cavitation 28.6 42.9 
Gum recession* 48.6 54.3 
Widening of interdental space* 31.4 57.1 
Bleeding gum* 57.1 74.3 
Mobile teeth* 40.0 57.1 
Shortening of teeth 25.7 37.1 
Reduced in salivary flow 22.9 20.0 
Q5. Methods to prevent tooth decay (may choose multiple) 
Reduce consumption of candies/ sweet food* 68.6 54.3 
Use commercial mouthwash 51.4 48.6 
Proper cleaning of teeth* 60.0 88.6 
Use fluoride toothpaste* 57.1 60.0 
Rinse with water/salt water 42.9 40.0 
Reduce frequency of food/drink intake* 51.4 51.4 
Seek regular dental checkup* 48.6 68.6 
Don‟t know 2.8 5.7 
Q6. Methods to prevent gum disease (may choose multiple) 
Use commercial mouthwash 57.1 51.4 
Rinse with water/salt water 40.0 37.1 
Proper cleaning of teeth* 62.9 88.6 
Seek regular dental checkup* 71.4 77.1 
Take traditional Chinese medicine/ herbal tea 11.4 8.5 
Use fluoride toothpaste 42.9 51.4 
Use medicated toothpaste 11.4 22.9 
Avoid smoking* 62.9 60.0 
Avoid certain food/ alcohol consumption 51.4 48.6 
Don't know 11.4 2.8 
*Correct choices.  
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Table 5.11 Change in Oral Health Knowledge of Participants 
 Maximum 
Score 
Mean Score (SD) Mean Score 
Difference (%) 
p-
value* Baseline Review 
Q1 Factors leading to tooth decay 
Q2 Factors leading to gum disease 
Q3 Symptoms of tooth decay 
Q4 Methods to prevent tooth decay 
Q5 Method to prevent gum disease 
Q6 Method to prevent gum disease 
Total Score of Q1-Q6 
6 
6 
8 
8 
7 
9 
44 
2.8 (1.8) 
3.0 (1.6) 
5.5 (1.8) 
4.4 (1.5) 
3.8 (1.3) 
5.0 (2.3) 
24.5 (5.3) 
3.7 (1.8) 
3.3 (1.7) 
5.3 (1.9) 
4.8 (1.4) 
4.1 (1.7) 
5.5 (2.2) 
26.8 (6.3) 
+31.2 
+9.0 
-3.8 
+11.0 
+7.3 
+10.8 
+9.1 
0.005 
0.397 
0.546 
0.027 
0.383 
0.383 
0.014 
* Level of significance was set at 0.05 for total score and 0.01 for individual questions. 
 
5.6 Treatments Provided 
 
There were in total 35 participants who received treatments. 33 of them had 
attended the first visit and thereby included in the study. Treatments were delivered 
to two other participants, though they did not join the baseline visit. Two caregivers in 
the halfway house were also served, but the treatments provided to them were not 
included in the following figures. 
 
Among the participants, 19 of them were from the Vitality Place and 16 were from 
the Chun Shek Halfway House. Each treatment lasted for 15 to 20 minutes. Scaling 
was the most performed treatment, provided to 28 participants. Topical fluoride 
application was done to 27 participants. Restorations by atraumatic restorative 
technique were performed to 10 participants with a total number of 26 teeth (Figure 
5.1). 
 
 
Figure 5.1 Treatments provided 
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5.7 Evaluation by Participants 
 
Evaluations were carried out in the first and second visits to assess the satisfaction 
level of the participants to our programme. Four aspects including the oral health talk, 
clinical examination, individualised oral hygiene instructions and the overall influence 
of our programme to their oral health habits were evaluated in the first visit. 
 
In the first visit evaluation, a mean score of over 8 points out of 10 in four aspects, 
which included the oral health talk (8.4), the clinical examination report (8.6), the oral 
hygiene instructions (8.6) and the overall arrangement (8.4) was obtained. Most of 
the participants gave 10 points out of 10 in all the four aspects. All of the participants 
reported that they would try to apply the oral health knowledge and oral hygiene 
methods learned to their daily lives.  
 
In the second visit evaluation, the mean score of around 9 points out of 10 was 
obtained for the satisfaction of the treatment delivered (8.8) and the overall 
satisfaction of the two visits (8.9). Most participants gave 10 points out of 10. 
Comments and recommendations were also received from them. Two of them hoped 
that services of the same nature could be carried out more often and regularly. One 
of them thought that the equipment we brought was not adequate.  
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6. Discussion 
 
6.1       Evaluation on Methodology 
 
Sample Size 
 
The original targeted sample size was 60 participants. However, only 35 participants 
were recruited in the first visit. 33 out of 35 of them came back in the second visit. 
Hence the participant size has been much smaller than expected.   
 
Both centres reported difficulties in recruiting participants. The reasons behind were 
dentophobia, introvert character of the mental health service users and the limited 
time for recruitment. Despite that, participants were generally satisfied with the 
service. Some of them even promoted our project to other mental health service 
users. 
 
Visit Interval 
 
The second visit was planned two weeks after the first visit, in order to observe and 
record the gingival response, if any, in the participants. As supra-gingival biofilm can 
be removed with the proper use of tooth cleaning tools, the acute inflammatory 
phase of the gingiva is expected to show resolution within two weeks.24  
 
However, only one single review was carried out. Without further longitudinal review 
data, the improvements in VPI and GBI might not be convincing enough, nor may it 
be sustainable in the future. 
 
Clinical Examination  
 
The method of evaluating salivary flow rate during oral examinations was simply by 
observation of salivary droplets on patients‟ mucosa. This method was convenient 
and simple but not accurate nor quantitative enough. To improve the accuracy of 
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salivary flow rate check-up, more tests can be done if there are sufficient materials 
and time in the future community health services. 
 
Treatments Provided 
 
The treatments provided in the second visit were limited by the availability of 
instruments, equipment and the duration of visits. Dental extractions were originally 
suggested as part of the treatments to be delivered for teeth with poor prognosis. 
Nevertheless, after consulting with our supervising tutors, extractions were not 
preferred in the outreach setting due to the lack of proper radiographic support.  
 
In spite of the fact that some participants had both periodontal and restorative needs, 
only restorations were provided in this group of participants due to the lack of time. 
Resin-modified glass ionomer cement (RMGIC) was the restorative material in 
choice, due to the lack of proper isolation which is crucial to bonding of resin 
composites materials. Atraumatic restorative technique (ART) was adopted and 
caries were removed by means of hand excavators due to the lack of motor-driven 
equipment in the outreach setting. 
 
There were also insufficient helpers to perform individualised oral hygiene 
instructions to our participants. Most of the time, the ratio was two helpers to three 
participants. We hence could not provide the most comprehensive instructions to the 
participants. Therefore, for future projects or programmes which involve oral hygiene 
instructions, a one-to-one helper to participant ratio is highly recommended for more 
personalised oral health instructions. 
 
6.2 Oral Health Conditions 
 
From the results, 24 out of 33 participants showed reduction in GBI when comparing 
the first and the second visits. 28 out of 33 participants showed reduction in VPI 
when comparing the first and the second visits. This result can reflect that the 
participants showed improvements in self-performed plaque control after the first visit. 
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Some participants might not have the awareness of oral hygiene maintenance in the 
past. By holding talks with PowerPoint presentation, carrying out oral examinations 
and communicating with the participants at the time of individualised oral hygiene 
instructions, their awareness of carrying out self-plaque control were raised. 
 
Tooth Decay 
 
In our service, the mean DMFT of all participants, with mean age of 50.6, was 9.7. 
For participants aged 35 to 44-year old (n=7), the mean DMFT was 9.9. Upon 
comparison, the mean DMFT, DT and MT of the participants were found to be higher 
than that of Oral Health Survey 201125 (Appendix IX), indicating that the participants 
in our service had higher dental decay experience. It is suggested that poor oral 
hygiene, relating to lack of oral health knowledge and inadequate oral hygiene 
practices and utilization of dental services have major contributions to increased 
dental decay experience.  
 
In 2006, a community health project (CHP) was done by a group of local university 
students15. Their participants were mental illness patients from a local psychiatric 
halfway house. In our result, participants‟ (n=16) mean DMFT was 10.0, which was 
lower than that (12.1) of the previous project (Appendix X). Our participant has 
apparently a slightly better oral condition than that in the previous community project. 
Yet, it may not be the real situation due to a limited size of participants. 
 
Periodontal Status 
 
When comparing our results with the Oral Health Survey 201125, an obviously worse 
periodontal condition of the participants has been observed. In the group of age 35-
44 (n=7), the prevalence of shallow pockets (4-5 mm) is similar in our project and 
OHS 2011. Nonetheless, a much greater percentage of prevalence of deep pockets 
(6 mm or more) was shown. The lack of dental knowledge and awareness in oral 
health may contribute to the difference in mental illness patients (Appendix IX). 
 
Participants‟ in halfway house were compared with those in previous community 
health project15. It was found that prevalence of shallow pockets (4-5 mm) is similar, 
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while prevalence in deep pockets (6 mm or more) is greater in our project (Appendix 
X).  
 
Temporomandibular Joint  
 
TMJ problems were recorded in terms of TMJ clicking, deviation of movement and 
degree of mouth opening. 6 out of 35 participants experienced TMJ clicking. Among 
6 of them, one participant experienced TMJ pain for a few months. 2 out of 35 
participants had limited degree of mouth opening. 1 out of 35 participants claimed 
that he/she experienced bruxism.  
 
The result roughly reflected that a small number of participants experienced signs 
and symptoms of TMD. Participants in our project were mental-rehabilitated 
participants. They may be more tense and stressed and less able to handle these 
kinds of emotions.26 Thus, clenching or bruxism habit may be more popular in the 
participants which relate to TMD.  
 
However, our sample size was not big. Number of participants experiencing signs of 
TMD was also few. Hence, the relationship between TMD and mental-rehabilitated 
participants was not clearly shown in our project result.  
 
6.3 Oral Health Knowledge 
 
Participants‟ oral health knowledge during baseline visit showed a number of 
differences when compared to the Oral Health Survey 201125 (Appendix XI). 
 
Percentage of two of the relevant factors appeared much lower than that in OHS 
2011. They are improper cleaning of teeth (48.6%) and frequent intake of sweet food 
(48.6%). On the other hand, three relevant factors were identified with a far higher 
percentage than that in OHS 2011. They are frequent snacking/consumption of food 
(45.7%), bacteria/dental plaque (42.9%) and irregular dental attendance/scaling 
(54.3%).  
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Generally speaking, the participants‟ baseline dental knowledge was not bad when 
compared with that of the general public. Yet, further education should be given to 
clarify the misconceptions so as to impart the proper way to reduce the risk of having 
tooth decay. 
 
Participants performed well in the question regarding the methods to prevent tooth 
decay (Appendix XI). Correct answers were identified by a much higher percentage 
of participants than that in OHS 2011, except for proper cleaning of teeth (60%).  
 
However, two wrong concepts raised our concern. Around half of the participants 
wrongly regarded use of mouthrinse (51.4%) and rinse with salt water/ water (42.9%) 
as methods to prevent tooth decay. Future education may focus on the use of 
mouthrinse. 
 
Gum Disease 
 
Regarding the factors leading to gum disease, nearly all answers were identified with 
higher percentage than that of the OHS 2011, except for internal heat (traditional 
Chinese belief). More people had no idea on the relevant factors (Appendix XI). 
 
Overall performance of this question was not bad. And surprisingly, there were fewer 
people (17.1%) regard internal heat as a factor that lead to gum disease, nearly half 
the percentage when compared with that of the OHS 2011 (30%). However, there 
was a misconception among the participants. 37.1% of the participants believed that 
„calculus deposition‟ may lead to gum disease, nearly 5 times the percentage when 
compared to OHS 2011 (8.9%). It raised our attention. 
 
Regarding the perceived methods to prevent gum disease, all answers were 
identified with a higher percentage than that of the OHS 2011 except the answer of 
„don‟t know‟ (Appendix XI). For this question, only three of the provided options are 
relevant. Though higher percentage of the participants identified the correct answers, 
more of them also misidentified the wrong answers.  
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Among the wrong methods, percentage of misidentification was a few times more 
than in OHS 2011. For instance, 3.8 times more percentage of participants 
misreported „use mouthrinse‟ as relevant. Around 5 times more in percentage of 
participants misidentified use fluoride toothpaste as a method and 6 times in use 
medicated toothpaste. Many misconceptions in this aspect were shown in the result.  
 
6.4  Reflections 
 
Participants’ Management 
 
The first centre, the Vitality Place is an Integrated Community Centre for Mental 
Wellness. Participants there were generally more mentally stable and socially 
independent. They could communicate with others normally. Yet, a few participants 
were hesitant in the activity due to their past dental experience.  
 
After participating in the activities and oral examination during the first visit, 
participants became more confident and showed more trust in the dental procedures. 
Some of the participants also claimed that the setting of the outreach dental service 
had appeared less stressful to them so they could receive examinations and 
treatments in a more stress-free environment. Generally, participants received oral 
examinations and treatments smoothly without much communication obstacles. 
 
In Chun Shek Halfway House, participants were comparably less mentally stable and 
were more easily irritated. Some of them depended on medications to control their 
mental conditions.  
 
During the first visit to this centre, obstacles were faced when providing oral hygiene 
instructions and examinations. Some of them were easily irritated by sharp objects 
such as dental probes. Some of the participants could hardly concentrate on learning 
oral hygiene technique and kept on sharing a lot of their own thoughts. Some 
participants could not even participate in the oral hygiene instructions because they 
could not focus and failed to communicate with us.  
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Unexpectedly, a small number of participants in both centres reported difficulties in 
answering some of the questions in the questionnaire, for instance, the number of 
permanent teeth they have. Some participants were reluctant to count, or even 
guess the number of permanent teeth in their mouth. Therefore, an option of no idea 
was added in the questionnaire. 
 
Besides that, some participants showed inability in reading and understanding the 
questionnaires and evaluation forms. They could only be able to finish answering the 
questionnaire with assistance. It limited our access to their oral hygiene habits and 
knowledge, as well as their feedback on our service provided. 
 
Time Management 
 
Time management was also a problem faced by our group during the visits. We 
planned to spend 15 minutes at most for each participant for oral examination during 
the first visit. Nonetheless, during the first visit at Vitality Place, overrunning of the 
examinations of some of the participants occurred because they had many concerns 
and questions regarding their current oral conditions and their past dental experience. 
Having gained the experience during the first visit, time management had been 
improved in the remaining visits. 
 
In Chun Shek Halfway House, the mental health users got up at 9:00 in the morning 
and had a fixed lunch time at noon. The service, both the first and the second visit, 
had hence to be arranged between 9:30 a.m. to 12:00 noon. The inflexibility of 
duration of service created some difficulties in our time management, and thus the 
treatment provided. 
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7 Conclusion 
 
In this study, it was found that the mental health service users have poorer oral 
health conditions than the general public in terms of their periodontal condition and 
caries experience. Most of the participants had misconceptions in basic oral health 
knowledge. They could not carry out routine oral hygiene practice effectively. 
Moreover, it was found that most participants did not regularly visit a dentist for 
dental check-up. These may be the contributing factors to their poor oral conditions. 
  
Upon PowerPoint presentation and individualized oral hygiene instructions to the 
mental health service users, a positive change in the participants‟ attitude towards 
oral health was observed. Significant improvements in the participants‟ oral health 
knowledge in terms of the results in the questionnaire were observed. Also, 
participants‟ oral hygiene had been improved in view of the reduction in the 
percentage of sites with visible plaque and gingival bleeding. 
 
Preventive dental treatments were provided for participants in need. 
  
Most of the participants gave positive response to our programme. It is hoped that 
similar programmes will be held in the future. However, since this kind of service is 
not regularly held, it should not be regarded as the way to solve mental-rehabilitating 
patient‟s oral health problems in the long run. Introducing them the ways to access 
suitable and affordable dental services should be the key to restore healthy oral 
conditions in this group of participants. Relevant authorities should play an important 
role in providing specific dental care for them. 
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8 Recommendations 
 
Based on the results and experience we gained from our project, we would like to 
make the following recommendations. 
 
8.1 Mentally health service users show greater needs of dental treatments than the 
general public. It is suggested that more similar outreach dental service can be 
provided to other mental service users as well. It is also advocated that a longer 
term commitment should be arranged for the target group so as to more 
effectively evaluate and improve their oral health. 
 
8.2 In any similar outreach, more helpers should be recruited in future projects in 
order to serve a greater number of participants and deliver more 
comprehensive care. Only ten students were involved in the project. It limited 
the number of participants that could be served.  
 
8.3 To better attract the attention of the mental illness patients, methods other than 
PowerPoint presentation should be applied to deliver oral hygiene instructions 
and basic dental knowledge. Live demonstrations which are more interactive 
should be used to deliver the information more effectively. 
 
8.4 Prior communication with psychiatric nurses is suggested before visits to the 
mental illness patients. We can hence know more about the stability of mental 
conditions of the participants and also facilitate our arrangement accordingly. 
Better preparation on the communication with the participants can then be 
achieved to avoid unnecessary irritation to the participants. 
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Appendix I - Questionnaire for First Visits 
問卷（第一次） 
Questionnaire (First Visit) 
 
編號 Number: ________________  
 
請將填完的問卷交予在場的工作人員，謝謝。 
Please return the questionnaire to us when finish. Thank you very much. 
 
個人資料 Personal Information  
 
年齡 Age：________________  性別 Gender：________________  職業 Occupation：________________  
 
請問你的最高教育程度是下列哪一項？ What is your highest level of education? 
 
☐ 小學以下 Pre-primary    ☐ 小學 Primary 
☐ 中學 Secondary             ☐ 大專/ 大學 或以上 Post-Secondary 
 
過往病歷 Past Medical History 
 
☐ 抑鬱 Depression  ☐ 躁狂抑鬱症 Bipolar Disorder ☐ 精神分裂症 Schizophrenia 
☐ 高血壓 Hypertension ☐ 糖尿病 Diabetes Mellitus ☐ 心臟病/肝病 Heart/Liver Disease 
☐ 愛滋病 AIDS  ☐ 凝血問題 Coagulation Problems ☐ 長期服藥 Long-term Medication     
☐ 其他：___________________________________________________________________________________________________ 
   
你有沒有吸煙的習慣? ？Do you have the habit of smoking? 
☐ 有 Yes  ☐ 沒有 No 
 
你有沒有飲酒的習慣？ Do you have the habit of drinking? 
☐ 有 Yes  ☐ 沒有 No 
 
第一部分 Part 1 
  
1.1 請問你口腔內有多少顆恆齒？ How many permanent teeth in your mouth do you have? 
☐ 0                           ☐ 1-9 
               ☐ 10-19                  ☐ 20 或以上 More than 20 
 
1.2 在過去的 12 個月內，你有否曾出現下列口腔症狀/問題？（可選多於一項）Have you 
ever has the following symptoms within 12 months? 
☐         沒有 No 
☐        有 Yes 
☐ 口臭  Halitosis ☐ 牙齦出血 Gingival bleeding 
☐牙齒對冷熱敏感 Tooth sensibility ☐ 牙齒鬆動 Tooth mobility 
☐ 口乾 Dry mouth ☐  牙漬 Dental staining ☐牙骹疼痛  TMJ pain 
☐ 牙痛但沒有影響睡眠 Tooth pain, non-sleep disturbing 
☐ 牙痛至影響睡眠 Tooth pain, sleep disturbing 
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☐ 其他 Others：_________________________________________________________________________ 
 
1.3 你認為你的口腔健康程度是… I think my oral health is… 
 
☐ 非常好 Very good  ☐ 好 Good  ☐ 普通 Fair ☐ 差 Poor  ☐ 很差 Very poor 
 
1.4 在過去的一年內，你有幾多時候因為口腔或牙齒（包括真牙和假牙）的問題而出現以
下情況？How often do you have the following oral or teeth (including natural teeth and 
prosthesis) problems within a year? 
 經常 
Always 
多數 
Usually 
間中 
 Sometimes 
好少 
Seldom 
無 
Never 
令你發聲有困難  
Difficulty in articulation 
     
覺得食物比以前淡味  
Flat taste 
     
覺得口腔自己會痛（不弄不碰也覺得痛）
Spontaneous Pain  
     
進食時覺得不舒服 
Difficulty in eating 
     
在其他人面前覺得不自在 
Feeling uneasy in front of others 
     
令你緊張 
Feeling nervous 
     
不滿意現在的飯菜（可以吃到的飯菜）
Dissatisfaction to current meals 
     
在用膳中途需要整理牙齒/假牙方能繼續進食 
Need to fix teeth or RPD problem during eating 
     
令你難以放鬆（鬆弛） 
Feeling tense 
     
在其他人面前覺得尷尬 
 Feeling embarrassed in front of others 
     
在其他人面前易於發怒 
Easy to get angry 
     
影響你平日工作 
Influence of daily work 
     
令你覺得不那麼滿意自己的日常生活 
Feeling dissatisfaction to daily lives 
     
令你什麼也做不到 
Cannot do anything 
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第二部分 Part 2 
 
2.1 你有定期到牙科診所接受口腔檢查的習慣嗎？Do you have the habit of regular dental 
check-up? 
☐ 有，半年一次 Yes, half-yearly        ☐ 有，每年一次 Yes, yearly 
☐ 有，兩年一次 Yes, every two years  ☐ 沒有 No 
 
2.2 你上一次到牙科診所是在多久以前？When was your last visit to a dental clinic 
☐ 6 個月內 Within six months ☐ 6 個月至 1 年前 6 months to a year ago 
☐ 1 年至 2 年前 1 to 2 years ago  ☐ 2 年至 5 年前 2 to 5 years ago 
☐ 5 年前或以上 More than 5 years ago ☐ 從不 Never 
 
2.3 你每天會刷牙多少次？ How many times do you brush your teeth every day? 
☐ 少於每天一次 Less than one ☐ 每天一次 Once 
☐ 每天兩次 Twice   ☐ 每天三次或以上 Three time or more 
 
2.4 你使用的牙膏裏含有氟化物嗎？Is there any fluoride in the toothpaste Use? 
☐ 有 Yes ☐ 沒有 No ☐ 不清楚 Not sure 
 
2.5 除了牙刷外，你還會使用下列哪些工具去保持口腔衛生？ （可選多於一項）Besides 
toothbrush, do you use any other oral hygiene aids? 
☐ 牙縫刷 Interdental brush ☐ 牙線 Dental floss ☐ 漱口水 Mouthrinse 
               ☐ 其他 Others：__________________________________________________________________________________ 
 
第三部分 Part 3 
3.1 你認為下列哪些因素會引致蛀牙？（可選多於一項）Which of the following factors are 
the cause of dental caries? (can choose multiple) 
☐ 不正確的潔齒方法 Improper cleaning of teeth 
☐ 頻密進食甜食 Eating too much candies/ sweet food 
☐ 進食酸性食物 Eating sour food ☐ 頻密吃零食/進食 Too frequent food/drink intake 
☐ 細菌/牙菌膜 Bacteria/dental plaque 
☐ 沒有定期見牙科醫生/洗牙 No regular dental attendance/scaling 
☐ 不知道 Don’t know 
 
3.2 你認為下列哪些因素會引致牙周病？（可選多於一項）Which of the following are the 
causes of periodontitis? (can choose multiple) 
☐ 「熱氣」Internal heat (traditional Chinese belief) 
☐ 細菌/牙菌膜  dental plaque/ Bacteria ☐ 牙石積聚 Calculus deposition 
☐ 吸煙 Smoking  ☐ 不正確的潔齒方法 Improper cleaning of teeth 
☐ 沒有定期見牙科醫生/洗牙 No regular dental attendance/scaling 
☐ 不知道  Don’t know 
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3.3 你認為下列哪些是蛀牙的病徵？（可選多於一項）What are the symptoms of dental 
caries? (can choose multiple) 
☐ 口臭 Bad Breath ☐ 蛀洞 Tooth Cavitation ☐ 牙齦萎縮 Gum recession 
☐ 牙縫變闊 Widening of  interdental space ☐ 牙肉出血 Bleeding gum 
☐ 牙齒鬆動 Mobile teeth ☐ 牙齒縮短 Shortening of teeth 
☐ 口水分泌下降  Reduced in salivary flow 
 
3.4 你認為下列哪些是牙周病的病徵？（可選多於一項）What are the symptoms of 
periodontitis? (can choose multiple) 
☐ 口臭 Bad Breath ☐ 蛀洞 Tooth Cavitation ☐ 牙齦萎縮 Gum recession 
☐ 牙縫變闊 Widening of  interdental space ☐ 牙肉出血 Bleeding gum 
☐ 牙齒鬆動 Mobile teeth ☐ 牙齒縮短 Shortening of teeth 
☐ 口水分泌下降  Reduced in salivary flow 
  
3.5 你認為下列哪些是可以預防蛀牙的方法？（可選多於一項）Which of the following 
methods can prevent dental caries? (can choose multiple) 
☐ 少吃甜食 Reduce consumption of candies/sweet food 
☐ 使用漱口水 Use commercial mouthrinse    ☐ 正確的潔齒方法 Proper cleaning of teeth 
☐ 使用含氟化物牙膏 Use fluoride toothpaste 
☐ 用鹽水/清水漱口 Rinse with salt water/water 
☐ 減少吃零食/進食的次數  Reduce frequency of food/drink intake 
☐ 定期見牙科醫生 Seek regular dental check-up ☐ 不知道 Don’t’ know 
 
3.6 你認為下列哪些是可以預防牙周病的方法？（可選多於一項）Which are the following 
methods can prevent periodontitis? (can choose multiple) 
☐ 使用漱口水 Use mouthwash ☐ 用鹽水/清水漱口 Rinse with salt water/ water
☐ 正確的潔齒方法 Proper cleaning of teeth 
☐ 定期見牙科醫生 Seek regular dental check-up  
☐ 吃中草藥/往見中醫師 Take traditional Chinese medicine/ herbal tea 
☐ 使用含氟化物牙膏 Use fluoride toothpaste 
☐ 使用含藥物牙膏 Use medicated toothpaste  ☐ 不吸煙 Avoid smoking 
☐ 避免進食某些食物（冷/酸/甜/辣/炸/硬的食物）或避免飲酒  Avoid certain kind of 
food (cold / sour / sweet/ spicy / fried / hard food) or alcohol 
☐ 不知道 Don’t know 
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Appendix II – Evaluation Form for the First Visits 
意見調查（第一次） 
Evaluation (First Visit) 
 
 
1. 我明白講座部份的內容。I understand the talk. 
 
 
 
 (完全不明白)        0        1        2        3        4        5        6       7       8        9        10            (非常明白) 
(Totally Not Understand)          (Totally Understand) 
 
 
2. 檢查報告有助我了解我的口腔問題以及治療需要。The examination reports help me 
understand my oral problems and treatment needs. 
 
 
(完全沒有幫助)     0        1        2        3        4        5        6       7       8        9        10       (非常有幫助) 
(Completely useless)                (Extremely useful) 
 
 
3. 我明白工作人員講解的口腔清潔技巧和方法。I understand the oral hygiene instructions 
given by the helpers. 
 
 
(完全不明白)        0        1        2        3        4        5        6       7       8        9        10             (非常明白) 
(Totally Not Understand)          (Totally Understand) 
 
4. 整體而言，這次活動有助我照顧自己的口腔健康。All in all, this programme helps me take 
good care of my oral health condition.    
 
 
(完全沒有幫助)     0        1        2        3        4        5        6       7       8        9        10       (非常有幫助) 
(Completely useless)                (Extremely useful) 
 
5. 我會嘗試使用今天學到的牙科知識以及口腔清潔技巧和方法。 I will try to apply what I 
learnt today in my daily oral hygiene habits. 
 
☐  會 Yes            ☐  不會 No 
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Appendix III: Clinical Charting Form  
 
Clinical Charting Form 
 
Number: _________ 
Gender: __________ 
Age:  __________ 
 
Medical History 
☐ …is currently receiving treatment from doctors, hospitals or clinics? 
☐ Irradiation ☐Heart valve replacement  ☐Organ transplant  
NB: ___________________________________________________ 
☐ …attended a hospital? 
NB: ___________________________________________________ 
☐ …is having drug allergies or other allergies? 
NB: ___________________________________________________ 
☐ …is current under medications 
☐Anti-depressants ☐Steroid therapy ☐ Anti-coagulant 
NB: ___________________________________________________ 
☐ …is suffering from… 
☐ Abnormal bleeding ☐ Jaundice ☐ Hepatitis  ☐ Other liver disease 
☐ Fainting attacks ☐ Asthma ☐ Rheumatic fever ☐ Heart disease 
☐Hypertension ☐Stroke ☐Blood disease ☐Kidney disease 
☐Epilepsy  ☐ Thyroid disease   ☐ Tuberculosis 
 
Extra-oral Examination   
☐TMJ clicking   ☐Deviation when closure  ☐ Limited mouth opening  
☐Others : ___________________________ 
 
Intra-oral Examination   
Saliva flow rate: ☐Normal  ☐Low 
☐Others:______________________________ 
 
Visible Plaque Index 
 
0 – No plaque 
1 – Plaque 
X – N.A.  
  
 
Gingival Bleeding Index 
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0 – No Bleeding 
1 – Bleeding 
X – N.A.  
  
 
Hard Tissue 
 
DT : ______  MT : ______   FT: ______  DMFT :  _______ 
 
 
Pocket Depth 
 
17/16 11 26/27  
Pocket Scores (POC) 
0 = Absence of condition 
1 =Pocket 4-5mm 
2 = Pocket 6mm or more 
9 = Tooth excluded 
    
47/46 31 36/37  
    
 
Mobile Teeth (Please state, if any):  _______________ 
 
 
Treatment Plan 
 
☐ Scaling 
☐ Topical Fluoride (Remarks: ___________________ )        
☐ Caries Stabilization (ART) (Remarks: ____________________ )  
☐ Others: ____________________________________________________________ 
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Appendix IV: Examination Report 
 
Dental Public Health Project 2015-2016- Group 4a.2 
Faculty of dentistry 
The University of Hong Kong 
 
基本口腔檢查報告 
Simple Report on Oral Condition 
 
姓名 Name： ________________ 
 
日期 Date： _________________ 
 
 編號 Number：_____________ 
 
 
口腔問題 Oral health problem(s)： 
☐  蛀牙 Dental caries 
      備註 Others：＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿ 
 
☐  口腔衛生狀況 Oral hygiene 
☐ 良好 Good 
☐ 普通 Fair 
☐ 差 Poor 
 備註 Others：＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿ 
               
Regions that need particular attention while brushing 
刷牙時需要注意的地方：                     
                    Left 左         
Upper 上 
 
 
 
Lower 下 
 
        Right 右 
 
                                                                                     
                                              
☐   口乾問題 Dry mouth 
備註 Others：＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿ 
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☐  牙周狀況 Periodontal condition 
☐健康 Healthy 
☐牙肉發炎流血 Gum inflammation and bleeding 
☐牙石 Calculus 
☐牙周病 Periodontal disease 
 
☐  其他 Others：＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿＿ 
 
 
療程 Treatment 
 
Treatment 療程 To be provided 
可提供 
Seek dentist’s advice 
徵詢牙醫意見 
Topical fluoride 
氟化物塗層 
  
Scaling 
洗牙 
  
Caries stabilization 
穩定蛀牙 
  
Others  
其他 
  
 
 
 
Next appointment 下次覆診 
 
日期 Date：＿＿＿＿＿＿＿             
     
時間 Time：__________________ 
 
 
 
 
 
Problems listed here are based on simple oral examination, which are not thorough clinical investigation. They 
shall not be used as a clinical diagnosis for further dental treatments. 以上口腔問題是建基於簡單口腔檢查，
而非透過全面檢查所得的臨床診斷，任何人士不應以此作日後牙科療程的根據  
Community Health Project 2015/16 
Outreach Service for Mental Health Service Users 
46 
 
Appendix V: PowerPoint Presentation 
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Appendix VI: Questionnaire for Second Visit 
 
 
問卷（第二次） 
Questionnaire (Second Visit) 
 
編號 Number: ________________  
 
請將填完的問卷交予在場的工作人員，謝謝。 
Please return the questionnaire to us when finish. Thank you very much. 
 
個人資料 Personal Information  
 
年齡 Age：________________  性別 Gender：________________  職業 Occupation：________________  
 
 
第一部分 Part 1 
1.1 你認為下列哪些因素會引致蛀牙？（可選多於一項）Which of the following factors are 
the cause of dental caries? (can choose multiple) 
☐ 不正確的潔齒方法 Improper cleaning of teeth 
☐ 頻密進食甜食 Eating too much candies/ sweet food 
☐ 進食酸性食物 Eating sour food ☐ 頻密吃零食/進食 Too frequent food/drink intake 
☐ 細菌/牙菌膜 Bacteria/dental plaque 
☐ 沒有定期見牙科醫生/洗牙 No regular dental attendance/scaling 
☐ 不知道 Don’t know 
 
1.2 你認為下列哪些因素會引致牙周病？（可選多於一項）Which of the following are the 
causes of periodontitis? (can choose multiple) 
☐ 「熱氣」Internal heat (traditional Chinese belief) 
☐ 細菌/牙菌膜  dental plaque/ Bacteria ☐ 牙石積聚 Calculus deposition 
☐ 吸煙 Smoking  ☐ 不正確的潔齒方法 Improper cleaning of teeth 
☐ 沒有定期見牙科醫生/洗牙 No regular dental attendance/scaling 
☐ 不知道  Don’t know 
 
1.3 你認為下列哪些是蛀牙的病徵？（可選多於一項）What are the symptoms of dental 
caries? (can choose multiple) 
☐ 口臭 Bad Breath ☐ 蛀洞 Tooth Cavitation ☐ 牙齦萎縮 Gum recession 
☐ 牙縫變闊 Widening of  interdental space ☐ 牙肉出血 Bleeding gum 
☐ 牙齒鬆動 Mobile teeth ☐ 牙齒縮短 Shortening of teeth 
☐ 口水分泌下降  Reduced in salivary flow 
 
1.4 你認為下列哪些是牙周病的病徵？（可選多於一項）What are the symptoms of 
periodontitis? (can choose multiple) 
☐ 口臭 Bad Breath ☐ 蛀洞 Tooth Cavitation ☐ 牙齦萎縮 Gum recession 
☐ 牙縫變闊 Widening of  interdental space ☐ 牙肉出血 Bleeding gum 
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☐ 牙齒鬆動 Mobile teeth ☐ 牙齒縮短 Shortening of teeth 
☐ 口水分泌下降  Reduced in salivary flow 
  
1.5 你認為下列哪些是可以預防蛀牙的方法？（可選多於一項）Which of the following 
methods can prevent dental caries? (can choose multiple) 
☐ 少吃甜食 Reduce consumption of candies/sweet food 
☐ 使用漱口水 Use commercial mouthrinse    ☐ 正確的潔齒方法 Proper cleaning of teeth 
☐ 使用含氟化物牙膏 Use fluoride toothpaste 
☐ 用鹽水/清水漱口 Rinse with salt water/water 
☐ 減少吃零食/進食的次數  Reduce frequency of food/drink intake 
☐ 定期見牙科醫生 Seek regular dental check-up 
☐ 不知道 Don’t’ know 
 
1.6 你認為下列哪些是可以預防牙周病的方法？（可選多於一項）Which are the following 
methods can prevent periodontitis? (can choose multiple) 
☐ 使用漱口水 Use mouthwash ☐ 用鹽水/清水漱口 Rinse with salt water/ water
☐ 正確的潔齒方法 Proper cleaning of teeth 
☐ 定期見牙科醫生 Seek regular dental check-up  
☐ 吃中草藥/往見中醫師 Take traditional Chinese medicine/ herbal tea 
☐ 使用含氟化物牙膏 Use fluoride toothpaste 
☐ 使用含藥物牙膏 Use medicated toothpaste  ☐ 不吸煙 Avoid smoking 
☐ 避免進食某些食物（冷/酸/甜/辣/炸/硬的食物）或避免飲酒  Avoid certain kind of 
food (cold / sour / sweet/ spicy / fried / hard food) or alcohol 
☐ 不知道 Don’t know 
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Appendix VII: Evaluation Form for Second Visit 
 
意見調查（第二次） 
Evaluation (Second Visit) 
 
1.  我對今天所提供的牙科治療的滿意程度。 I am satisfied with the services provided. 
 
  (非常不滿意)        0        1        2        3        4        5        6       7       8        9        10            (非常滿意) 
 (Extremely dissatisfied)          (Extremely satisfied) 
 
2.  綜合而言，我對兩天活動的滿意程度 (例如: 安排, 場地, 時間, 活動內容)。I am satisfied 
with the arrangement, venue, duration, time and contents of the programme.  
 
  (非常不滿意)        0        1        2        3        4        5        6       7       8        9        10            (非常滿意) 
(Extremely dissatisfied)          (Extremely satisfied) 
 
 
3.      我對這次活動的其它意見 Opinions and comments: 
 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
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Appendix VIII: Results of Oral Health Related Quality of Life 
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Appendix IX:  Comparison of Oral Health Conditions with Oral Health Survey 2011 
 
 This Project 
All subjects 
(n=35) 
This Project 
Subjects aged 35-44 
(n=7) 
OHS 2011 
Subjects aged 35-44 
(n=1,062,900) 
Mean DMFT (SD) 9.8 (6.4) 9.9 (8.3) 6.9 
Mean DT (SD) 1.7 (2.5) 2.3 (2.2) 0.7 
Mean MT (SD) 5.5 (4.9) 5.7 (7.7) 3.4 
Mean FT (SD) 2.5 (3.2) 1.9 (2.6) 2.8 
Highest Pocket Depth (n=34) (n=7) (n=1,062,900) 
0-3 mm 20.5% 14.3% 60.4% 
4-5 mm 58.8% 28.6% 29.8% 
6 mm or more 20.5% 57.1% 9.8% 
 
Appendix X:  Comparison of Oral Health Conditions with Previous Community Health 
Project 
 
 This Project 
Subjects in halfway house 
(n=16) 
Previous CHP 
All subjects 
(n=132) 
Mean DMFT (SD) 10.0 (7.3) 12.1 (7.7) 
Mean DT (SD) 2.8 (3.1) 2.9 (3.5) 
Mean MT (SD) 5.9 (5.9) 6.3 (6.3) 
Mean FT (SD) 1.4 (2.0) 2.8 (3.5) 
Highest Pocket Depth (n=15) (n=132) 
    0-3 mm 20% 39% 
4-5 mm 40% 41% 
6 mm or more 40% 20% 
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Appendix XI:  Comparison of Oral Health Knowledge with Oral Health Survey 2011 
 
 % of subjects 
This Project 
All subjects 
(n=33) 
OHS 2011 
All subjects 
(n=1,062,900) 
Perceived factors in tooth decay 
Improper cleaning of teeth* 
Frequent intake of sweet food* 
Intake of sour food 
Frequent cleaning of teeth 
Bacterial/ dental plaque* 
Irregular dental attendance/ scaling* 
Don’t’ know 
 
48.6 
48.6 
37.1 
45.7 
42.9 
54.3 
11.4 
 
79.3 
78.5 
22.8 
11.7 
10.1 
4.6 
1.8 
 
Perceived methods in preventing tooth decay 
 
Proper cleaning of teeth* 
Regular dental Attendance / scaling* 
Reduce consumption of sweet food* 
Use mouthwash 
Use fluoride toothpaste* 
Rinse with salt water / water 
Reduce frequency of snack / food consumption* 
Don’t know 
60.0 
48.6 
51.4 
42.9 
51.4 
42.9 
51.4 
2.9 
83.9 
33.0 
32.3 
21.3 
17.2 
14.5 
9.9 
2.8 
 
Perceived factors to gum disease 
 
Improper cleaning of teeth* 
Internal heat (traditional Chinese belief) 
Bacteria / dental plaque* 
Calculus deposition 
Irregular dental attendance/ scaling* 
Smoking* 
Don’t know 
48.6 
17.1 
45.7 
37.1 
54.3 
34.3 
11.4 
44.7 
30.0 
17.8 
8.9 
5.5 
4.3 
1.8 
 
Perceived methods in preventing gum disease 
 
Proper cleaning of teeth* 
Regular dental Attendance / scaling* 
Avoid certain kind of food (cold / sour / sweet / 
spicy / fried / hard food) or alcohol 
Use mouth-rinse 
Rinse with salt water / water 
Take traditional Chinese medicine / herbal tea / visit 
traditional Chinese medical practitioners 
Use fluoride toothpaste 
Use medicated toothpaste 
Stop smoking* 
Don’t know 
62.9 
71.4 
51.4 
 
57.1 
40.0 
11.4 
 
42.9 
11.4 
62.9 
11.4 
47.9 
23.5 
19.2 
 
15.4 
8.3 
3.8 
 
8.9 
1.7 
4.3 
25.1 
 
